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can  cover,  and  you  no  longer  need  a 
3-day  hospital  stay  under  Part  A.  In 
addition,  once  you  qualify  for  home 
health  benefits,  you  can  continue  to 
receive  them  even  if  you  need  only 
occupational  therapy  without  part-time 
skilled  nursing  care  or  physical  or 
speech  therapy. 

Medicare  covers  the  full  cost  of  home 
health  services. 


As  a  result  of  new  laws,  important 
changes  have  been  made  in  Medicare. , 
Some  changes  broaden  Medicare 
coverage  to  include  a  wider  range  of 
health  care  services  than  before.  Be- 
cause health  care  has  been  getting 
more  expensive — about  15  percent 
higher  each  year— some  changes  re- 
quire you  to  pay  higher  amounts,  just 
as  the  Federal  Government  is  paying 
higher  amounts  for  the  Medicare  pro- 
gram with  your  tax  dollars.  Other 
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administration  of  Medicare  by  helping  to 
control  increasing  costs,  making  pro- 
gram operation  more  efficient,  and 
finding  better  ways  to  deliver  health 
care.  This  pamphlet  explains  the 
changes  most  important  to  you. 

HOME  HEALTH  SERVICES 

Under  past  law,  Medicare  home  health 
visits  were  limited  to  100  visits  in  a 
benefit  period  under  hospital  insurance 
(Part  A),  following  a  hospital  stay  of  at 
least  3  days.  Also,  undoi  medical  insur- 
ance (Part  B)  Medicare  covered  up  to 
100  visits  in  a  calendar  year  without 
hospitalization. 

Beginning  July  1,  1981,  there  is  no 
limit  to  the  number  of  medically  neces- 
sary home  health  visits  that  Medicare 


OUTPATIENT  SURGERY 

Medicare  covers  physician  services 
wherever  your  doctor  treats  you.  But, 
until  recently,  Medicare  covered  other 
costs  connected  with  surgery — such  as 
the  use  of  an  operating  room  or  a 
recovery  room — only  when  the  surgery 
was  done  in  a  hospital  or  hospital- 
owned  facility.  However,  some  proce- 
dures can  be  performed  safely  in  a 
walk-in  surgical  center  or,  under  certain 
conditions,  in  a  doctor's  office.  Under 
the  new  law,  a  list  of  these  outpatient 
surgical  procedures  will  be  prepared. 
For  these  procedures,  Medicare  will 
cover  the  full  cost  of  using  the  outpa- 
tient facility.  Also,  if  your  doctor  accepts 
the  amount  approved  by  Medicare  as 
the  full  charge,  Medicare  will  pay  100 
percent  of  the  doctor's  surgical  charge 
instead  of  only  80  percent. 


OUTPATIENT  PHYSICAL  THERAPY 
Under  present  law,  there  is  a  $100  per 
year  limit  for  Medicare  coverage  of 
outpatient  physical  therapy  services 
provided  by  an  independently  practicing 
physical  therapist.  For  expenses  begin- 
ning January  1,  1982,  the  annual  limit 
will  increase  to  $500. 


OUTPATIENT  REHABILITATION 
SERVICES 

If  you  receive  rehabilitation  services 
from  an  approved  outpatient  rehabilita- 
tion center,  Medicare  can  cover  these 
services,  beginning  July  1,  1981.  Pre- 
viously, only  outpatient  physical  therapy 
and  speech  pathology  services  were 
covered  in  this  setting. 


DENTIST  SERVICES 

Dental  services  generally  are  not  cov- 
ered under  Medicare.  However,  begin- 
ning July  1,  1981,  Medicare  covers  the 
services  of  a  dentist  if  the  same  kind  of 
service  is  covered  when  a  physician 
provides  it.  Also,  if  you  need  hospita- 
lization because  of  the  severity  of  a 
dental  procedure,  Medicare  will  cover 
the  hospital  stay  even  if  the  procedure 
itself  is  not  covered. 


OPTOMETRIST  SERVICES 
If  an  optometrist  provides  examination 
services  related  to  the  condition  of 
aphakia  (absence  of  the  natural  lens  of 
the  eye),  Medicare  will  cover  the 
optometrist's  services.  Before  July  1 , 
1981,  these  services  were  covered  only 
if  a  physician  examined  you. 


PLANTAR  WART  BENEFIT 

Although  Medicare  does  not  cover 
routine  foot  care,  the  treatment  of  warts 
on  the  feet,  including  plantar  warts,  is  a 
covered  service,  beginninq  July  1 
1981. 


PAYMENT  FOR  PHYSICIANS- 
SERVICES  FURNISHED  A 
DECEASED  BENEFICIARY 

Before  1981,  if  a  doctor  did  not  take 
assignment,*  the  person  who  was  legal- 
ly responsible  for  paying  a  doctor's  bill 
for  a  beneficiary  who  died  had  to  pay 
the  bill  before  submitting  it  to  Medicare 
for  reimbursement.  Beginning  with 
claims  filed  on  or  after  January  1,  1981, 
Medicare  can  reimburse  the  appropriate 
person  on  the  basis  of  an  itemized  bill, 
whether  or  not  the  bill  has  already  been 
paid  to  the  doctor. 

PAYMENT  TO  RADIOLOGISTS  AND 

PATHOLOGISTS 

Under  past  law,  when  you  were  an 
inpatient  in  a  hospital  and  received 
services  from  a  radiologist  or  patholog- 
ist, Medicare  paid  100  percent  of  the 
charges.  Under  present  law,  this  special 
100  percent  payment  (with  no  deducti- 
ble) is  limited  to  doctors  who  accept 
assignment'  for  all  services  they  pro- 
vide to  Medicare  inpatients  in  the  hos- 
pital. 


PNEUMOCOCCAL  VACCINE 
BENEFIT 

Pneumococcal  vaccine  shots  are  now 
covered  by  Medicare.  Medicare  pays 
for  the  cost  of  the  vaccine  and  its 
administration. 


•Assignment 

When  a  doctor  agrees  that  the  total  charge  to  you  for 
a  service  covered  by  Medicare  will  be  the  amount 
approved  by  Medicare,  the  Medicare  payment  Is 
made  directly  to  your  doctor.  This  Is  called  assign- 
ment and  is  explained  in  more  detail  in  Your 
Medicare  Handbook 


INCREASE  IN  HOSPITAL 
INSURANCE  DEDUCTIBLE  AND 
COINSURANCE  AMOUNTS 

For  the  first  60  days  in  each  benefit 
period,  Medicare  hospital  insurance 
(Part  A)  has  been  paying  for  all  covered 
services  except  the  first  $204.  This  is 
called  the  hospital  insurance  deductible. 
It  is  intended  to  represent  the  average 
cost  of  one  day  of  inpatient  hospital 
care.  Because  of  a  change  in  the  law 
and  the  increasing  cost  of  hospital  care, 
the  deductible  will  rise  to  $260,  starting 
January  1,  1982. 

Other  amounts  you  pay  (coinsurance 
amounts)  are  based  on  the  amount  of 
the  deductible  and  will  increase  also,  as 
shown  below: 


Inpatient  Services 
Hospital: 


Daily 

Coinsurance  Amount 
 You  Pay  


1981  1982 

61  st  through  90th  day      $51  $65 

Reserve  days  102  130 

Skilled  Nursing  Facility: 

21  st  through  100th  day    $25.50  $32.50 


These  coinsurance  amounts  will  apply 
to  inpatient  hospital  or  skilled  nursing 
facility  stays  on  or  after  January  1, 
1982,  regardless  of  when  your  benefit 
period  started.  This  is  a  change  from 
the  present  law  which  based  the  hospit- 
al insurance  (Part  A)  coinsurance 
amount  on  a  percentage  of  the  deducti- 
ble in  effect  during  the  year  your  benefit 
period  began. 


INCREASE  IN  MEDICAL  INSURANCE 
DEDUCTIBLE 

Since  1972,  the  annual  medical  insur- 
ance (Part  B)  deductible  amount  has 
been  $60.  It  will  rise  to  $75  beginning 
January  1,  1982. 

ELIMINATION  OF  MEDICAL 
INSURANCE  CARRYOVER  RULE 
Until  recently,  if  you  had  covered 
medical  expenses  in  the  last  3  months 
of  a  year  that  counted  toward  your 
unmet  medical  insurance  (Part  B)  de- 
ductible for  that  year,  those  same  ex- 
penses also  could  be  counted  toward 
your  deductible  for  the  following  year. 
Beginning  with  expenses  after  October 
1,  1981,  this  carryover  rule  is  elimin- 
ated. 


ELIMINATION  OF  MEDICAL 
INSURANCE  OPEN  ENROLLMENT 

For  a  short  period  during  1981,  you 
could  sign  up  for  Medicare  medical 
insurance  (Part  B)  at  any  time.  This  is 
no  longer  true.  Unless  you  sign  up  for 
Medicare  Part  B  during  your  initial 
enrollment  period,  you  will  have  to  wait 
until  the  first  3  months  of  any  year  to 
enroll.  However,  if  you  drop  your  Part  B 
coverage,  there  is  no  limit  on  the 
number  of  times  you  can  re-enroll. 


FOR  FURTHER  INFORMATION 

If  you  want  additional  information  or 
have  questions,  contact  your  nearest 
Social  Security  office  or  the  company 
that  handles  Medicare  claims  in  your 
area.  The  companies  are  listed  in  Your 
Medicare  Handbook. 
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